Section of Obtetris and Gy0nacology
.1391 points to a follicular origin of these cysts. It is interesting to observe that, though the histological appearance was of a toxic type of goitre, yet were there no symptoms of hyperthyroidism present in the patient. Mr. Cecil Joll, in his recent b6ok on goitre, states that there is often no correlation between the histological findings and symptomatology in cases of thyrotoxicosis.
Conclusion.-There is little reason to doubt that the tumour actually is thyroid, and not merely resembles it. The view that it is part of a teratomatous formation is supported by the following facts: First, the tumour most commonly occurs in association with an obvious dermoid cyst, and in these cases is always in close relation to the embryonal rudiment. In those cases in which only thyroid tissue is found, it is presumed that the growth of the other derivatives of the germinal layers is in abeyance, a not unknown condition. Secondly, both the cyst and the colloid portion are enclosed in a common capsule of condensed ovarian tissue.
The lining of the cyst readily strips off the capsule, as is the case with dermoids, and further, this lining splits to enclose the goitre. The thyroid, therefore, is situated actually in the lining of the cyst and not outside it, and is, therefore, part of it.
Further, there is no ovarian tissue between the cyst and the thvroid. There is little doubt that the dermoid cyst and the goitre are one entity.
There are no characteristic symptoms associated with these tumours, and cases of thyrotoxicosis are rare, only two cases having been recorded.
[I must express my thanks to the President, by whose kindness I am able to show these cases].
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By VICTOR BONNEY, F.R.C.S. (President).
THIS was an implantation endometrioma of an abdominal scar removed six vears after myomectomy. Microscopic sections showed areas of typical endometrial tissue containing both glands and stroma lying in a matrix of dense scar tissue. The President said that he had had six such cases, five following hysterotomy and abdominal curettage, and one (from which this specimen was shown) following myomectomy. In all the cases the tumour first became apparent from eighteen months to two years after the operation. At each monthly period the lump became swollen, tender and painful, owing to the endometrial tissue menstruating. The small collections of retained menstrual blood could be seen dotted about the cut surface of the tumour after its removal.
Proceedings of the Royal Society of Medicine 70
He showed this specimen in order to emphasize the importance of completely covering the wound edges with sheet rubber when performing hysterotomy or myomectomy involving the opening of the uterine cavity. The endometrium differed from all other adult tissues, in that part of it had to be renewed every month, and this no doubt necessitated a degree of vital activity only paralleled by that of the tissues of the embryo. He had often wondered whether tissue culture with fragments of endometrium would not be successful in the same way as it was when embryonic tissues were employed.
